The first 50 referrals to a newly established liaison psychiatry service for the breast cancer unit at Guy's Hospital, London, have been examined. The majority of referrals were for psychological reactions to malignant disease, most of these were mood disturbances. Patients with sustained psychological reactions to their malignant disease were more likely to have had treatment for previous psychiatric illness and to lack a confiding relationship compared with those whose psychological reactions were transient.
Introduction
The high levels of psychological morbidity in women with early and advanced breast cancer have been well documented'-3. In recognition of these, one of the first tasks ofthe newly appointed Lecturer in Psychosocial Oncology at Guy's Hospital, London, was to establish a specific and comprehensive liaison psychiatry service for the breast cancer unit. This was in accordance with the recommendations made by the King's Fund4 in their Consensus Statement on the treatment of primary breast cancer.
Maguire5 has shown that only a minority of mastectomy patients with recognized psychiatric morbidity are referred for help. Similar observations have been made for general hospital inpatient populations6. The development of closer psychiatric liaison links with the general hospital units generates an increase in referrals of patients who require psychiatric intervention7-9. For this reason the psychiatric service for the Breast Cancer Unit involved the establishment of close collaborative links with the Unit staff. An analysis ofthe first 50 referrals to this service is presented in this paper.
The service
The service involved an open referral system in which requests to see patients were accepted from nurses, other paramedical staff and junior doctors as well as senior doctors. All referrals were seen by the Lecturer.
She attended the weekly oncology ward.round and surgical meeting, in which patient management including its psychosocial aspects, was discussed. Patients were referred at all stages of their illness, from the time of diagnosis through to terminal illness; whether they were inpatient or outpatients.
The 50 referrals examined had been seen over a 9 month period. Sociodemographic data, referral information, details of patients' physical condition, treatment and prognosis, their psychiatric symptoms, diagnosis and management were collected for each referral.
Classification of referrals
The patients were allocated to one of 3 possible categories of psychological problems.
(1) Cerebral complications ofmalignant disease. The psychiatric manifestations ofcerebral insult by either the malignant disease or the treatment of it.
(2) Coincidental psychiatric disorder. Psychiatric disorders that were apparently aetiologically unrelated to the malignant disease. These were longstanding disorders which usually predated the clinical presentation of the malignant disease.
(3) Psychological reaction to malignant disease. Psychiatric disorders which were reactions to the malignant. disease. These have been divided into 'distress' and 'illness' categories. The 'distress' reaction was defined as a transient episode of psychological disturbance requiring one or two sessions of psychotherapeutic intervention and no psychotropic medication. An 'illness' reaction was a more sustained or more intense episode of psychological morbidity requiring 3 or more. sessions of psychotherapeutic intervention or psychotropic medication or both. The distinction is8based on that described by Thomas'0 in his audit of general hospital referrals to a liaison psychiatry service.
Psychiatric interventions
The interventions undertaken with the patients referred from the breast cancer unit involved either psychotherapy alone or in conjunction with psychotropic medication.
Psychotherapeutic tasks included the instillation of rational hope, giving permission to have and express feelings and the removal of any sense of isolation. There was an educational component including the explanation of symptoms and the challenging of false beliefs about cancer. Cognitive strategies were used to overcome persistent maladaptive thoughts. Behavioural strategies including relaxation, desensitization and distraction techniques were used for anxiety states, in particular treatment phobias.
For depressive -illnesses in which psychotropic medication was judged to be indicated, tricyclic antidepressants were prescribed for a period of between 4 and 6 months. Patients with metastatic disease and those that were receiving chemotherapy appeared to have a decreased tolerance of the drug side effects and for this reason they received their antidepressant medication in the lower end of the 0141-0768/89/ therapeutic dosage range. Intermittent dosage regimens of benzodiazepines were used for those presenting with severe anxiety states.
A.nalysis of referrals Source of referrals Twenty-three (46%) of the referrals were from the junior doctors on the unit, 16 (32%) were from the nursing staff, 9 (18%) were from consultants, one (2%) from the physiotherapist and one (2%) from the occupational therapist.
Distribution ofpatients according to their presenting psychological problems Cerebral complications ofmalignant disease Five of the referrals (10%) fell into this category. These included 2 cases of symptomatic depression, one due to cerebral metastatic disease and the other to hypercalcaemia secondary to metastatic bone disease.
There was a case ofrapidly progressive dementia due to cerebral metastatic disease, a manic state induced by steroids and an acute confusional state which was due to opiate analgesia.
Coincidental psychiatric disorder Four (8%) of the referrals were for psychiatric disorder which were apparently aetiologically unrelated,to the:malignant disease. These were cases of paranoid schizophrenia, agarophobia, Alzheimer's Disease and obsessional compulsive neurosis. They were referred because the psychiatric disorder was interfering with the management of the malignant'disease.
Psychological reaction to malignant disease Fortyone (82%) of the referred patients presented with psychological reactions to their malignant-disease. cases displayed intense and prolonged anger towards relatives or hospital staff which manifested itself in accusations-of neglect, inconpetence aId malpractice.
A further 2 cases showed marked denial which resulted in blocked communications with relatives and staff, preventing patients from organizing themselves and their practical affairs and leading to poor compliance with treatment. One patient became excessively dependent and demanding towards her relatives and staff following her initial surgical treatment for her breast cancer. She remained bedbound and uncooperative with mobilization and continued to display this abnormal illness behaviour"1 for several months thereafter. Another developed an alcohol dependence syndrome in the months following her mastectomy. A case which caused particular management problems was that of a woman who presented; with a paranoid psychotic reaction in the form of De Clerambault's syndrome. She developed erotic delusions about one of the consultant radiotherapists. Her illness subsequently evolved into a bipolar affective disorder.
About half of the patients (51%) referred with psychological reactions to-their malignant disease experienced transient episodes of psychological disturbance which fell into the distress category described above. The other half(49%) were judged to have more sustained intense episodes of psychological disturbance and fell into the illness category.
The characteristics of patients with distress and illness reactions to their malignant disease are shown in Table 1 . Patients who presented with illness were more likely to have had treatment for -previously diagnosed episodes -of psychiatric disorder, 'usually affective disturbances. They were also more likely to lack a confiding and intimate relationship with Thirty-four of these (83%> were mood disturbances.
another person. Twenty-six cases (63%) were mainly depressives and 8 cases (20%) were mainly ous. Ofthose that were Discussion predominantly anxious 6 (75%)had generalized Approximately 300(}pati anxiety and 2 (25%) had developed treatment phobias.
unit, including those ux One patient had anticipatory nausea and vomiting those wthose malignant secondary to chemotherapy and the other had an those with advanced can intense fear of entering the nuclear magnetic referred to the liaison resonance scanner.
month-period. This refe Six (15%) of the patients had developed other the prevalence of psych4 maladaptive psychological responses which were in the first 2 years afte either causing distress to the patient or their family breast cancer and those or interfering with their management. Two of the (both estimated at abo patients who attend the ients attend the breast cancer ndergoing initial treatment, isease is in remission and ce. About 1.7% ofthese were psychiatry service over a 9
,rr*l rate is low compared to ological morbidity in women .r initial treatment for early with advanced breast cancer )ut 25-30%)1-3. The 69% of unit whose cancer has been discussed by Maguire14 and include failure of hospital staff to recognize psychiatric disorders, the low priority given to treatment ofpsychiatric disorders compared with the malignant disease and reluctance of patients to disclose their psychological problems. Recent classification systems for psychiatric disturbance in general hospitals have included categories corresponding to psychosomatic disorder, psychogenic disorder and abnormal behaviour producing physical illness'0"15. No cases of psychosomatic disorder (defined as physical illness in which psychological factors are of major aetiological importance) were referred from the breast cancer unit. This accords with previous findings from general hospital liaison psychiatric services7-'0. Substantial levels of psychogenic disorder and abnormal behaviour producing physical illness have been reported in recent studies of general hospital psychiatric referrals9"10. No such cases, however, were referred from the breast unit. This probably reflects the differences between the patient populations that were examined, in particular the fact that all the breast unit patients had established physical disease. The majority ofreferrals from the breast unit were for patients with psychological reactions to their malignant disease and ofthese most were mood disturbances. This concurs with the high levels of affective disorders reported in prevalence studies ofpsychiatric morbidity in women with breast cancer and indeed cancer patients generally'6. About half of the referred patients presented with transient psychological reactions which were closely related in time and content to the diagnosis or news of progression of their malignant disease. These required no psychotropic medication and no more than 2 sessions of psychotherapy. The fact that such patients were referred is an indication oftheir unmet needs. The place of direct psychiatric intervention in this group of patients is uncertain. The role of the liaison psychiatrist in this context would perhaps more appropriately be the teaching and training of staff, both doctors and nurses, to deal effectively with the transient psychological reactions of their patients to malignant disease. Doctors might better be taught such skills as part of their general undergraduate psychiatric training. Maguire and Selwood5 advocate the teaching of specialist -and ward nurses to detect and subsequently refer psychiatric illness in patients with cancer. They might also be trained and supervised to counsel this group of distressed patients.
The psychological morbidity associated with malignant disease probably varies in severity along a spectrum and it is recognized that the distintion that has been made between distress and illness is somewhat arbitary. Nevertheless, there appears to be impotant differences between the two groups. The patients referred with illness reactions were more likely to possess vulnlerability factors for psychiatric disorder.
These included having been treated in the past for psychiatric illness and lacking a confiding intimate relationship . These findings on a referred sample 8upport those studies which have looked at unselected populations. Dean17 has shown that previous psychiatric treatment is a significant predictor ofpsychiatric morbidity following mastectomy, and Plumb and Holland'8 have demonstrated an association between past psychiatric disorder and severe depression in advanced malignant disease. Brown and Harris19 have demonstrated that the lack of a confiding relationship increases the likelihood of developing depression in the presence of an adverse life event.
The presence of such risk factors in patients who are psychologically disturbed should alert the attendant doctors and nurses to the need for referral to the liaison psychiatrist. It may be that early referral and psychiatric intervention in such patients would prevent the development of more chronic psychiatric illness.
